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Not many of the neurological diseases are 
strictly confined to a particular epoch of 
life. For the purpose of this discussion, we 
shall define "middle age" as the period be-
tween 30 and 60 years. Trauma, infections 
and neoplastic diseases, which may occur at 
any age, need not concern us here and I 
propose to refer mainly to recent advances in 
the understanding of some nervous diseases, 
which occur predominantly during adult life. 
CEREBROVASCULAR DISORDERS 
These present the most important problem 
because of their high mortality and mor-
bidity. A "stroke" results from either cerebral 
haemorrhage, or from thrombotic or embolic 
occlusion of an artery supplying blood to the 
brain. Cerebral haemorrhage may occur in 
hypertensive patients with arteriosclerosic 
vessels, or the blood may leak through an 
aneurysmal defect in the arterial wall. If the 
patient survives the initial haemorrhage, and 
contrast X-rays demonstrate an aneurysm as 
the source of the bleeding, surgical treatment 
will often provide protection against the grave 
risk of further haemorrhage. 
Cerebral thrombosis is usually the result of 
two factors: a narrow, sclerotic artery and a 
sluggish circulation due to an impaired car-
diac output or a sudden drop of the arterial 
blood pressure. A significant proportion of 
patients in middle age have "little strokes", 
or warning attacks, with sudden and transient 
weakness of one limb or of one half of the 
body, which may be associated with sensory 
symptoms or speech disturbance. These are 
due to a temporary insufficiency of the 
cerebral circulation causing only a transient 
impairment of function and not permanent 
damage to the brain cells. With modern radio-
logical techniques we can visualize all the 
major cerebral vessels from their origin at 
the arch of the aorta to their terminal intra-
cranial branches. If only one major extra-
cranial artery, such as the internal carotid in 
the neck, is found to be narrowed, the surgeon 
may be able to reconstruct the diseased seg-
ment or to by-pass it with a graft, protecting 
the patient from further occlusions. In the 
majority of cases, however, more than one 
cerebral artery is diseased. As clotting is 
more likely to occur in narrow, atheromatous 
vessels, anticoagulant drugs which interfere 
with the clotting mechanism are often helpful 
in protecting these patients from recurrent 
episodes of cerebrovascular insufficiency, and 
from the tragic results of complete arterial 
occlusion and permanent brain damage. Anti-
coagulant therapy is also helpful in patients 
subject to embolic occlusions of the smaller 
cerebral arteries, arising from fragments of 
blood clot which have become detached from 
the wall or valves of the heart. 
We must appreciate, however, that these 
therapeutic measures help only in protecting 
patients from strokes, and that they are of 
no value once infarction of the brain has oc-
curred. In cases of established hemiplegia the 
work of the physiotherapist remains most im-
portant for the rehabilitation of the patient. 
CERVICAL DISC DEGENERATION 
Well recognized as a cause of wasting and 
weakness, pain and paraesthesiae of the arm 
and hand, in the last 15 years we have learned 
that cervical spondylosis can also produce a 
spastic paraparesis, usually without associated 
sensory loss or sphincter disturbances. It was 
difficult to explain how a midline disc protru-
sion in the neck could cause this selective 
damage to the pyramidal tract without in-
volvement of the sensory pathways. Com-
pression of the anterior spinal artery was 
postulated, but seemed unlikely because this 
artery lies so well protected, deep in the 
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anterior groove of the spinal cord. Recent 
observations indicate that the vertebral artery 
may be compressed by lateral osteophytes of 
the cervical vertebrae in its course through 
the vertebral foramina. As the anterior spinal 
artery arises from the vertebral arteries, it 
is now thought that this compression of the 
vertebral arteries is the main cause of the 
insufficient circulation to the spinal cord and 
hence of the spastic paraparesis. The ascend-
ing sensory tracts of the spinal cord escape 
damage, because they receive their blood 
supply from the posterior spinal artery. It 
follows from these observations that manipula-
tion of the cervical spine is not without 
danger in patients with cervical spondylosis. 
Several cases are now on record where 
manipulation precipitated paraplegia, most 
probably by interfering temporarily with the 
blood flow through the vertebral arteries. 
SPECIFIC NEUROLOGICAL DEGENERATIVE 
DISORDERS 
Parkinson's disease and progressive mus-
cular atrophy (motor neurone disease) are 
not uncommon during late middle age. In 
Parkinson's disease there is a progressive de-
generation of the extra-pyramidal pathways 
which are essential for the maintenance of 
posture and skilled movement. Although there 
is no actual paralysis, these patients present 
with slowness and clumsiness of all move-
ments, usually including their speech and gait. 
The muscle rigidity and tremor of this condi-
tion are positive phenomena, resulting from 
excessive activity of nerve centres which have 
lost their inhibitory control. Surgical destruc-
tion of specific nuclei of the basal ganglia can 
abolish the tremor and rigidity, but does not 
improve the loss of dexterity, speech and gait 
disorders to the same extent. Some of the 
manifestations of Parkinsonism appear to be 
due to a disturbance of the normal relation-
ship between agonists and antagonists, oppos-
ing groups of muscles contracting simul-
taneously. Many of these patients can be 
helped to regain balance and to walk more 
efficiently with physiotherapy, which still re-
mains an essential part of the treatment of all 
degenerative neurological diseases. 
Motor neurone disease presents the most 
distressing and disappointing problem for the 
patient, doctor and physiotherapist. It is a 
progressive degeneration of the pyramidal 
tracts (upper motor neurone) and of the 
anterior horn cells (lower motor neurone), 
and either one or other of these components 
may be predominantly involved in individual 
cases. The etiology remains obscure. A bio-
chemical lesion would provide the most likely 
explanation. A recent geographical survey 
revealed a remarkably high incidence of this 
disease on Guam, where a team of American 
research workers are now investigating pos-
sible climatic, dietetic and genetic factors. 
It is not unreasonable to hope that bio-
chemical research will eventually provide an 
answer to several of the mysterious degene-
rative disorders, which selectively affect 
specific fibre systems of the neuraxis. In sup-
port of this view the example of subacute 
combined degeneration of the cord may be 
cited, where the selective involvement of the 
pyramidal tracts and posterior columns is 
known to be due to a deficiency of Vitamin 
B12? and can be corrected by early treatment 
with this vitamin. 
PERIPHERAL NERVE LESIONS 
Compression of the median nerve under the 
transverse carpal ligament is now a well-
recognized syndrome. It occurs most com-
monly in middle-aged women, who complain 
of nocturnal pain and paraesthesiae in the 
palms and fingers. In some cases wasting and 
weakness of some of the small muscles of the 
thumb develop. A convincing explanation 
why women should be predominantly affected 
is still lacking, although it has been suggested 
that most domestic chores require partial ex-
tension of the wrists, and the carpal tunnel 
syndrome certainly affects housewives more 
often than business girls. 
In recent years we have recognized other 
points of compression of the peripheral nerves 
of the upper limb. The median nerve may 
become compressed in the forearm beneath 
the tendon of the pronator teres. A neuro-
pathy of the ulnar nerve may occur from com-
pression in the pisiform-hamate groove at 
the wrist, or during the passage of its deep 
branch through a foramen in the adductor of 
the little finger. Traumatic lesions of the 
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ulnar nerve in its groove near the medial 
epicondyle of the humerus are well known, 
and can be treated surgically by transposing 
the nerve to the front of the elbow. Trap-
ping of the posterior interosseous branch of 
the radial nerve in the fore-arm has also 
been described. As only surgical decompres-
sion can prevent serious disability, the early 
diagnosis of these nerve compression syn-
dromes is of considerable importance, and 
requires careful examination and a sound 
knowledge of anatomy. 
PRIMARY MUSCLE DISEASES 
While most of the myopathies occur during 
the first two decades of life, a menopausal 
muscle dystrophy has recently received wide 
recognition. As the name implies, it affects 
middle-aged women, and it consists mainly 
of an atrophic weakness of the hip girdle 
muscles. Electromyographic examination as-
sists in the diagnosis, and treatment with cor-
tisone derivatives restores normal muscle bulk 
and strength. There appears to be a link be-
tween some muscle disorders and the group 
of collagen diseases. A non-specific muscle 
inflammation, called polymyositis, belongs to 
this classification and often responds also to 
adrenal steroid therapy. 
There are many cases on record where a 
neuromuscular disorder, consisting mainly of 
wasting and weakness of the proximal muscles 
of the limb, was found to be associated with 
carcinoma of the lung, ovary or stomach. It 
is of particular interest that this myopathy 
may precede detection of the carcinoma by 
several months or even years. This suggests 
that the presence of even a few cancer cells 
can produce a biochemical disturbance which 
interferes with muscle metabolism. 
EMOTIONAL DISORDERS 
During middle age the economic problems 
associated with raising a family and the ever 
present anxiety for security and peace pro-
duce emotional stress which may find its ex-
pression in the neurological sphere. Tension 
headaches and migraine are among the most 
common conditions referred for neurological 
attention. While we cannot often correct the 
problems in a person's environment, a sym-
pathetic interest and explanation from the 
physician will help many patients. As tension 
produces excessive muscle contraction and is 
frequently the cause of such ill-defined syn-
dromes as "fibrositis", more may be achieved 
by teaching the patient to relax than by radiant 
heat and other physical methods of treatment. 
From this brief review it is evident that 
in spite of scientific advances in the treatment 
of some nervous diseases, the work of the 
physiotherapist remains all-important for the 
rehabilitation of most patients with neuro-
logical disabilities. 
